extraordinarily difficult for doctors to ask questions without providing answers.
My experience with counselling is as yet very limited and I am sure unskilful. It has certainly worked no miracles and it needs time. It may have helped me more than it has helped my patients in that it has given me a positive therapeutic role and increased my understanding of these unhappy people. Their visits are a little more of a challenge and a little less of an ordeal. I hope that I have helped them to understand themselves a little better; I know that I have acquired a greater tolerance to their demands. Although it would be wrong to equate frequent surgery attendance with neurosis, a number of surveys have demonstrated that patients with chronic or recurrent psychiatric symptoms contribute more than their share to the general practitioner's work-load (Shepherd et al. 1966 , Cooper et al. 1969 ). As they also maintain higher-than-average rates both for specialist referral and for hospital admission (Cooper et al. 1969 , Harvey-Smith & Cooper 1970 , such patients constitute a heavy burden on the medical services. Neither is there any evidence that the current large-scale prescribing of psychotropic drugs by general practitioners is helping to reduce this demand for medical care: on the contrary, the number of spells of certified incapacity ascribed to psychiatric illness continues to rise steadily (Department of Health and Social Security 1970).
These considerations underline the need for systematic investigation of the problems of chronic neurotic illness encountered in general practice. Some years ago, a descriptive study of 100 chronic psychiatric patients in a general practice sample found associated physical disease in half the cases and conspicuous social difficulties in one-third (Cooper 1965) . Both these leads have since been followed up by the General Practice Research Unit at the Institute of Psychiatry: first, a controlled study of a middleaged population sample confirmed the association between physical and psychiatric morbidity (Eastwood & Trevelyan 1971) ; secondly, the present study employed a similar technique to examine the relationship between chronic neurosis and social adjustment.
Design and Method
The aims of the enquiry were, first, to test the hypothesis that clinically-identified neurotic patients are characterized by impaired social functioning; secondly, to examine the nature and frequency of any characteristic social difficulties. To this end, a comparison was made between a representative sample of chronic neurotic patients and a matched control group of mentally healthy persons drawn from the same general practice population.
Measurement of clinical and social variables: Two standard measuring instruments were used: a psychiatric interview specially designed for use in general practice and community surveys and a semi-structured social interview which can be administered independently.
The standard psychiatric interview, which has been described elsewhere (Goldberg et al. 1970) , generates a series of 22 item-ratings based on reported symptoms and abnormalities observed at interview, a psychiatric diagnosis and an overall severity score. It has been shown to give highly reliable ratings when administered by trained clinicians.
The standard social interview, also found reliable in a joint-interview situation, contains sections on living conditions, occupation, family income and finances, child management and personal interaction with other members of the household, relatives, neighbours and workmates. Each item is rated on a 4-point scale ranging from 0 ('satisfactory, no difficulties') to 3 ('severe difficulties or dissatisfaction') and assigned to one of three principal categories. The framework of the interview is set out in Table 1 . Each of the three main groupings cuts across the areas of social functioning previously listed; for example, the score for material conditions comprises ratings on housing, income, handicaps to social activities, &c. It was hoped that this approach would serve to localize dysfunction and thus to define more precisely the need for social intervention and support.
Selection of index and control groups: Patients were selected from the NHS lists of eight practices in Croydon and south-east London, by means of a special record of surgery-attenders kept for one month by each practitioner. Individual practices were taken in sequence, so that the time-sample of consultations was drawn in a different month for each. Index cases were selected from among those patients given psychiatric diagnoses; all such patients were discussed with the recording doctors, and their medical records inspected. Illness-episodes of less than one year's duration were discarded, as were mild and borderline cases of neurosis. At the other end of the spectrum, patients with schizophrenic or senile psychosis were excluded from the sample because of the special nature of their social problems. Control patients were selected from among the surgery-attenders with no known psychiatric symptoms. Individual pairs were matched from the recorded lists by sex, age-group, marital status, occupational status and social class. Immigrants and persons living alone were matched with like individuals. Each control was accepted only if he could be rated on the same range of social variables as the corresponding index patient.
All patients thus picked out were asked to attend at their doctors' surgeries for the standard psychiatric interview. At this stage, any index patients not confirmed as chronic psychiatric cases, and any control patients found to have significant psychiatric symptoms, were discarded from the sample; in each of the latter instances an alternative control was chosen. Each patient accepted as suitable was then asked to accept a separate interview with a social investigator. The standard social interview was carried out in the patient's home, the interviewer being unaware of whether each patient was an index or a control case. In all instances where the patient was living in a family group, a key informant -usually spouse or parent -was also present during the interview.
Case-selection continued until 81 pairs of patients had been matched. By this point, the differences between the social rating scores of the two groups were so marked that the laborious matching procedure could be abandoned. For follow-up purposes, however, a further 34 index cases were collected, so that the total number interviewed was 115.
Results
Patients who refused interview or failed to attend comprised 24 out of 185 potential index cases (13.0 %) and 34 out of 138 potential controls (24.6 %). Patients who were discarded as unsuitable following clinical interview comprised 46 out of 161 potential index cases (28.6%) and 23 out of 104 potential controls (22.1 %).
Among the 115 accepted index cases, women outnumbered men by three to one, a typical ratio for chronic neurotic illness presenting in general practice. Table 2 shows the diagnostic distribution, based on the 8th revision of the International Classification of Diseases. It can be seen that anxiety and depressive neuroses together accounted for four-fifths of the total, the former predominating among men and the latter among women. The distribution of mean item scores for the 81 matched pairs was as shown in Fig 1 for reported symptoms, and in Fig 2 for manifest abnormalities. In conformity with the diagnostic breakdown, it can be seen that morbid anxiety and depression, with their concomitants of insomnia, fatigue, irritability, loss of concentration and somatic symptoms, dominated the clinical picture. Other neurotic phenomena were almost always secondary to the affective disturbance; moreover, anxiety and depressive reactions themselves appeared to be poorly differentiated, presenting less as distinct clinical syndromes than as two aspects of the one common neurotic response. Having established that the index and control groups were clearly distinguishable in clinical terms, the next step was to compare their social adjustment profiles. When this was done, the number of 0 ('satisfactory') ratings was found to be higher for both sexes in the control group; conversely ratings of 2 and 3, signifying relatively serious dysfunction, were much more frequent in the index group. These distributions are shown diagrammatically: Fig 3 demonstrates ratings have been re-grouped into the three broad categories of material conditions, social management and role-satisfaction. It appears that the differences were greater for the two latter categories; nevertheless, despite the fact that index and control patients had been carefully matched for social class, some differences were found in respect of material living conditions. A separate analysis of the relationship between clinical and social ratings within the total of 115 index cases showed little correlation of clinical severity scores with material condition ratings (r= +0.134), but positive correlations with the ratings for social management (r= +0.368) and role-satisfaction (r--+0.318).
Discussion
The clinical findings suggest that the problem of chronic nonpsychotic mental illness in the community is largely bound up with affective disorder: so much so, indeed, that anxiety and depression can be viewed as the normal psychological response to certain types of stress situation, much as inflammation and fever are normal physiological responses to infection. What chiefly distinguishes the so-called chronic neurotic patient is less the nature of his reaction than the frequency and persistence with which it is manifested. Intrinsically abnormal reactions dominated by compulsive, phobic or grossly hypochondriacal features comprise only a small fraction of the total. Hence, medical care devolves largely on the treatment of anxiety and depression.
In patients of the type here described, anxiolytic and antidepressant drugs tend to achieve only limited or temporary improvement. On the other hand, the association which has been found with various indices of social dysfunction raises the possibility that measures of social support may be instrumental in reducing the clinical symptoms. There are obvious implications for the organization of services, and ultimately for medical education. On this topic one can hardly do better than quote Sir Francis Fraser's Harveian Oration of a decade ago:
'None can replace the example which the undergraduate should be given by all his teachers of how to discover and assess the social and emotional problems of each individual patient. Graduating with this tradition firmly established, every qualified medical practitioner, whether his career is in the hospital, general practice, or local authority services, will know how to make use of the wide range of assistance that local authorities now provide, and how they can help him in his patient-care and remnove some of the causes, even if these be only contributory, of the ill-health and unhappiness of those who appeal to him for help and advice.' (Fraser 1960) It need only be added that in assessing the success of such measures, evaluative research will be as necessary as it is in gauging the effects of drug treatment.
Summary
A survey was undertaken of chronic neurotic illness in a general practice population, using standardized, reliable psychiatric and social interview procedures. Among the index group of 115 patients, four-fifths were found to be suffering from anxiety and depressive reactions. Comparison of the first 81 cases with an individually-matched control group revealed a marked excess of various forms of social difficulty among the former; while for the index group as a whole, clinical severity was related to degree of social dysfunction. 
